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Letters to the EditorReply to the Editor:
We thank Drs Jayle, Hajj-Chahine,
and Corbi for their report concerning
an aortic root aneurysm in Loeys–Di-
etz syndrome (LDS) and their subse-
quent questions related to our clinical
approach to this challenging aortop-
athy.1 We congratulate this group on
the successful surgical management
of an aortic root aneurysm associated
with LDS.
Their first question is whether to
leave an elephant trunk during arch
replacement in LDS. Although an ele-
phant trunk is conceptually a possibil-
ity in this situation, it is not our
standard approach at the UniversityNotice of Correction
Re: CCR3- and CXCR4-mediated interac
myocardium and subsequent tissue repair.
In the above-noted article, the spelling of D
N. Bonaros, MD, H. Sondermeijer, MD, M
S. Itescu, MD, and A. A. Kocher, MD
The Journalof Pennsylvania because typically the
descending aorta has a normal caliber
until it dissects later in the natural his-
tory of this disease.2
Their second question relates to tim-
ing of surgical intervention for the aor-
tic root in LDS. At the University of
Pennsylvania, we recommend aortic
root replacement in adults with LDS
when the aortic root diameter is 40 to
45 mm. We typically also like to inter-
vene before the development of aortic
insufficiency so that, in the absence of
aortic valve fenestrations, the native
aortic valve can be preserved for opti-
mal hemodynamics and long-term
freedom from anticoagulation. In the
setting of an aortic root replacement
in LDS, we also favor hemiarch re-
placement under deep hypothermic
circulatory arrest, not only to remove
all the crossclamped aorta (which is
likely at even higher risk for dissec-
tion) but also to protect further against
future dissection of the distal ascend-
ing aorta and aortic arch.1,2-4
Their third question concerned the
ongoing surgical management of
these patients with this aggressive
aortopathy. At the University of
Pennsylvania we recommend meticu-
lous monitoring of the thoracic aorta
for life in all patients with LDS.
This clinical surveillance also in-
cludes regular thoracic aortic imaging
to detect aneurysm and/or dissection
to allow early surgical intervention
to prevent death related to the aorta
in this syndrome.
In summary, our clinical experience
with LDS at the University of Pennsyl-tions regulate migration of CD341 human
J Thorac Cardiovasc Surg. 2008;136:104
r Sondermeijer’s last name was incorrect. Th
. Schuster, PhD, R. Rauf, MD, S. F. Wang
of Thoracic and Cardiovascular Surgervania is that the surgical management
of the thoracic aorta should be charac-
terized by regular clinical examination,
aortic imaging, and an aggressive
surgical approach. The aortopathy as-
sociated with LDS merits meticulous
management, given its life-threatening
natural history.
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